tion to the long axis of the body, and to ensure that there is good bony cover. Before the prosthesis is inserted the wound is irrigated with 500 ml saline containing Noxyflex. This serves both as a mechanical wash and as a topical antibacterial agent. After insertion of a suction drain the wound is closed in layers and a well-sealed dressing applied.
Postoperative regime: An abduction pillow is applied holding the legs 450 apart. This is removed after 6 days and walking is commenced on the seventh day. By the time the sutures are removed on the fourteenth day most patients can walk with only one stick and have negotiated a few stairs. After discharge they are seen at one-month and then three-month intervals. The stay in hospital lasts 2-6 weeks, averaging 3 weeks. Some patients in this series went to a convalescent home but most went straight home from hospital. Review of cases: All patients in this series were given a special outpatient appointment to attend for follow up examination. This varied from 4 to 16 months after operation, the average interval being 9.5 months.
The method of recording the patient's progress was identical to that used at the Centre for Hip Surgery at the Wrightington Hospital. During assessment patients were given a possible 10 points in three categories making a total of 30 points. The first category was absence of pain, particular attention being paid to pain on weightbearing or at rest. The second category was mobility, when note was made of any fixed flexion deformity, and of ability to put shoes and socks on and to attend to toenails. The third category was stability, when the ability to walk without a limp, to negotiate stairs and to dispense with walking aids was observed.
Results: Of the 44 patients examined, 28 were graded as excellent (25-30 points), 14 as good 15-25 points), 1 as fair (10-15 points) and 1 as poor (less than 10 points). All the patients were more than pleased with having had the operation and the 2 who were waiting to have the other side operated on were very keen to have this done.
Complications: There were 3 postoperative dislocations in this series. All occurred in the first week after operation and were among the first 6 patients operated upon. Treatment was by closed reduction, with anesthesia in 2 cases, and after this the leg was placed on skin traction for 3 weeks, active movements being encouraged. The final result was not prejudiced as all 3 patients were placed in the 'excellent' category. The subsequent use of a 300 posterior angulation of the cup has prevented further trouble of this sort which seems to be experienced by most surgeons no matter which hip prosthesis they favour, even the nondislocatable type.
There were 2 cases of superficial wound infection which responded to antibiotics. There were no cases of deep infection or pulmonary embolism but 2 patients had a mild deep-vein thrombosis which did not require anticoagulants. No deaths were recorded in this series.
Summary and Conclusions
This series of 50 hip arthroplasties has shown that 96% of patients can obtain excellent or good results after this procedure with a minimum of serious complications. Although any absolute declaration of technical excellence would have to await the study of a larger series over a longer period, in the short term these results appear satisfactory to the surgeon and acceptable to the patients who have had stiff and painful hips.
It enables one to draw the following conclusions: First, the Stanmore metal-to-plastic prosthesis can be relied upon to give a good result when inserted by the posterior route. It has the merit of simplicity, which is a distinct advantage as 'newer' hip prostheses tend to get more complicated. Second, no antibiotics are necessary either pre-or post-operatively, although a topical wash during the procedure is most helpful as both mechanical cleanser and antibacterial agent. Third, it is possible to achieve these results by carrying out these procedures as routine cases on the operating list of a busy orthopwedic department using the theatre facilities of a district general hospital.
Arthroscopy of the Knee: A Preliminary Review of Fifty Cases by M A Edgar FRCS and M Lowy FRCS (Middlesex Hospital, London WI)
Arthroscopy of the knee can be a useful procedure in helping to elucidate the diagnosis in cases where clinical and radiological assessment has been inconclusive. It was pioneered largely by Takagi (1933 Takagi ( , 1939 and his successor Watanabe in Tokyo (Watanabe & Takeda 1960) . Their observations and experience were published in the 'Atlas of Arthroscopy' (Watanabe et al. 1957 (Watanabe et al. , 1969 .
During the past five years, the value of arthroscopy has been acclaimed by several centres in North America, and by Jayson & Dixon (1968) working in Bath. Robert Jackson of Toronto has produced impressive results in a large series using the Abe 1972). It is to him that we owe our instruction in the technique of arthroscopy. The procedure was introduced to the Middlesex Hospital by Brian Elliott who, with Adrian Henry of Guy's Hospital, recently showed the usefulness of arthroscopy in internal derangements of the knee (Elliott & Henry 1972 ).
Instruments and Methods
Two arthroscopes have been used (Fig 1) . The Middlesex instrument is a modified paediatric cystoscope supplied by the G.U. Company and has a fibreoptic lighting system. Its greater length diminishes the risk of infection and allows easier manipulation. It is also much less costly than the Watanabe instrument, but lacks a camera attachment. The Watanabe No. 21 arthroscope has a 900 angle of vision and this gives a wide visual field. By comparison the Middlesex arthroscope has only a 600 visual angle which can make orientation within the knee difficult for the inexperienced viewer.
The main problem with the Watanabe instrument is the large size of its end piece (Fig 2) . This is relatively difficult to manoeuvre within the knee and gives rise to a mechanical weakness at the neck of the bulb stem. In one case arthroscopy had to be abandoned as a result of failure at this point. We usually restricted the use of the Watanabe instrument to cases in which photography was required.
Patients are examined under general anesthesia with a pneumatic tourniquet applied around the proximal thigh. The knee-joint is then distended with normal saline and the arthroscope introduced through a small anterolateral stab incision sited just lateral to the patellar tendon and just proximal to the tibial plateau. The suprapatellar pouch, patellofemoral articulation, medial compartment, lateral compartment and intercondylar area are examined in that order. The size of the visual field is demonstrated in Fig 3 .
Results
Fifty arthroscopic examinations have been carried out in our relatively short experience over eighteen months. We have found the procedure to be a difficult one and would support the notion of those more experienced in this field that at least 200 examinations are required before the technique is mastered. Despite this, our early results are very encouraging. The case records of one patient are untraceable and in another case, as mentioned before, arthroscopy was abandoned due to technical failure of the Watanabe scope light stem. This leaves 48 cases which have been reviewed. The arthroscopic diagnoses of these are as follows: meniscus tear 25, loose body 3, cruciate ligament tear 2, chondromalacia patellae 2, erosion of condyles 2, synovial chondromatosis 1, foreign body 1, normal knee 15. The commonest finding, as might be expected, was a spectrum of meniscus lesions in 25 cases. In 15 cases a normal arthroscopic appearance was nevertheless a useful finding.
All of the first 20 cases examined had a subsequent arthrotomy to establish or refute the arthroscopic diagnosis. After this, it was felt that in most cases enough confidence could be placed in a normal arthroscopic examination to justify not opening the knee-joint. Complications of the procedure have been remarkably few. In particular; there has been no deep or superficial sepsis.
In 2 cases the tip of an Angiocath catheter draining the effluent saline from the suprapatellar pouch broke off during withdrawal and this required a small incision for removal. This is now prevented by modification of the technique.
The comparative results are as follows: Arthroscopies reviewed 48, arthrotomies performed 39, clinical diagnosis correct 31, arthroscopy findings confirmed 38. Of the 48 cases, 39 underwent arthrotomy. This provided a reasonable number of cases to compare the relative accuracy of arthroscopy in fairly inexperienced hands with clinical assessment. In 31 patients the clinical diagnosis was found to be correct on exploring the knee, leaving 8 patients where the operative findings were unpredicted clinically. It is of interest that in these 8 patients the arthroscopy findings agreed with the arthrotomy findings, suggesting in these instances a triumph of arthoscopic judgment over clinical judgment. A consideration of these 8 cases shows that in the knee of one patient a tear of one meniscus was found when clinical findings had implicated the other meniscus, that is, wrong lateralization. In 2 cases a posterior horn tear of the medial meniscus was excised following a clinical diagnosis of medial ligament strain. In 3 postmeniscectomy patients a posterior remnant tear was diagnosed on arthroscopy and removed. Finally, in 2 patients a normal meniscus was found and preserved despite a clinically diagnosed tear.
Results of arthroscopy (above) show that in 38 of 39 cases the findings were consistent with the appearance on opening the knee. In only one case was a completely different diagnosis made from that suggested at arthroscopy. However, it must be admitted that in 5 cases it was possible to say only that one meniscus or compartment looked abnormal without being able to specify the precise lesion. The numbers involved are too small to give the comparative results any statistical significance but they do point to the usefulness of arthroscopy. This may be further illustrated by reference to 3 examples from the series.
Case 1 R H, a man aged 25, gave a six-month history of locking and pain localized to the medial side of the knee following a football injury. The only finding was slight tenderness on the lateral joint line. In view of the history, a diagnosis of bucket handle tear of the medial meniscus was made. Arthroscopy showed a displaced bucket handle tear of the lateral compartment and this was removed on opening the knee through an anterolateral incision. Case 2 J W, a man aged 49, gave a two-year history of intermittent clicking and pain in the medial part of his right knee associated with swelling. The physical signs were tenderness over the anterior part of the medial joint line and limitation of flexion by 100, associated with medial pain. An anterior horn tear of the medial meniscus was diagnosed. Arthroscopy revealed a posterior horn tear anterior to which the At arthrotomy the posterior horn was only seen with difficulty after pulling the meniscus well forward with a hook. The meniscectomy specimen showed a peripheral tear of the posterior attachment and horn which had twisted through 1800, hence the arthroscopic appearance. Case 3 D K, a man aged 39, underwent a left medial meniscectomy two years previously. He complained of 'bouts of swelling in the knee accompanied by a feeling of instability'. Treatment in several hospitals had not been helpful. Because of quadriceps wasting and tenderness over the meniscectomy scar, he was admitted for exploration of the scar. However, on arthroscopy a large posterior horn remnant of the medial meniscus was found which had a displaced parrot beak tear (Fig 3c) . Arthrotomy confirmed this and the remnant was removed through a posteromedial incision. A neuroma was also excised from the meniscectomy scar. His symptoms have now settled.
Indicationsfor Arthroscopy
Indications for arthroscopy are as follows: doubtful diagnosis, uncertain lateralization, persistent postmeniscectomy symptoms, early diagnosis in professional athletes, functional disorders. It should be noted that the 50 cases which we have seen so far have been internal derangements or mechanical problems. We have not examined any rheumatoid or infected knees. A clinically doubtful knee with a differential diagnosis between meniscal tears and chondromalacia would seem to be the most common indication. Uncertain lateralization of a meniscus tear is a useful indication to prevent an unnecessary arthrotomy, thereby avoiding increased morbidity and scars (see Case 1). Persistent postmeniscectomy symptoms present a problem in a small number of cases inviting arthroscopic assessment before advising arthrotomy or further physiotherapy (see Case 3). At the Middlesex Hospital a large proportion of the patients came from the Athletes Clinic. There would appear to be a place for arthroscopy in the professional athlete in whom several weeks of physiotherapy before arthrotomy could cause serious and unnecessary prolongation of his disability. In suspected functional or compensation cases, possible abnormality may be excluded by this simple means and this role of arthroscopy appears to have special importance in North America.
In conclusion, it may be said that arthroscopy of the knee is a relatively new, difficult and controversial procedure, but that after a short experience we believe it has a definite place alongside thorough clinical examination in an orthopxedic unit which has a special interest in internal derangements of the knee. This paper is a short review of experience in the last ten years of the use of continuous traction (Dunlop 1939) in the treatment of some humeral supracondylar fractures in children. I was unaware of this method of treatment until Lloyd Griffiths drew my attention to it while I was working on his unit in the Manchester Royal Infirmary in 1959, but while I was there the opportunity to use this method did not arise.
Dunlop Traction in Supracondylar
The method is illustrated in Fig. 1 . Skin traction is applied to the forearm after painting the skin with compound benzoin tincture. The vertical counter-traction for the humerus, proximal to the fracture site, has usually been achieved by a wide piece of adhesive felt to which a small weight is applied. Check X-rays are taken and if necessary further gentle manipulation is carried out with further X-rays. The procedure has usually been done under general anesthesia, but recently we have been using ketamine hydrochloride. Blount (1955) shows a broad sling attached to the other side of the bed or cot, placed around the trunk. We have had considerable problems with this counter-traction as it tends in a wriggling child to ride up into a coil over which the child can flex towards the injured arm. We have tried various forms of counter-traction and in one severe wriggler were forced to use skin traction fixed to the bed and attached to the uninjured arm and to both legs. Recent adoption of the simple expedient of elevation of the side of the bed on the side of the injury may avoid these problems, as suggested originally by Dunlop.
In his original description, John Dunlop of Pasadena, California, discussed the management of transcondylar fractures of the humerus in children. He applied traction under heavy sedation with morphia, and aimed at gradual straightening
